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Introduction
Newborn infants, particularly preterm infants, are susceptible to nosocomial acquired
infections on the neonatal unit (NNU). The incidence of neonatal nosocomial viral
respiratory tract infections (VRTIs) have probably been underestimated as viral
investigations are not routinely obtained1 due to their nonspecific clinical presentation
and the lack of effective therapeutic interventions1. Approximately 3.8% of preterm
infants <31 weeks gestational age develop a symptomatic VRTI whilst on the NNU,
but this can be as high as 52% when also screening asymptomatic infants2. VRTIs
are now recognized to cause significant respiratory morbidity including increased
requirement for home oxygen, and are associated with increased healthcare
utilization and cost of care2, 3.
Children and adults can be asymptomatic carriers of respiratory viruses4 so when
visiting the NNU may pose an infection risk to vulnerable infants particularly during
global pandemics1,2. There is lack of high-quality infection control or prevention
studies aimed at reducing nosocomial VRTIs in the healthcare setting5. During the
2009-11 H1N1 pandemic, we restricted visitors to our NNUs, only allowing parents to
visit in most cases, with the aim of reducing the risk of infection. Despite this we had
five cases of H1N1 and two associated deaths2. In addition, we were anxious about
the impact this may have on delivery of family-centered care. The aims of this study
were to establish visiting policies and isolation practices in UK district local neonatal
units (LNUs) and tertiary neonatal intensive care units (NICUs) when dealing with
VRTI cases and potential future pandemics.
Methods
We conducted a telephone and electronic structured survey (available on request) of
visiting and infection control policies among UK neonatal services from August 2014
to January 2015. We contacted every LNU and NICU, seeking information on their
visiting and infection control policies in the management of a baby with a VRTI. We
focussed on LNUs and NICUs as they care for the majority of high risk newborns.
Data were analyzed with GraphPad Prism 7 (San Diego, California). Comparisons
were made between LNU and NICU using Fisher’s exact test. Statistical significance
was considered at p< 0.05 and p-values were two-sided. This survey of current
practice did not require ethical approval.
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Results
All 144 LNUs and NICUs listed on the Neonatal Data Analysis Unit (NDAU) in the UK
were approached and all but one unit responded (99.3%), comprising 81 LNUs and
62 NICUs. Respondents were mostly the senior nurse-in-charge (n=133).
Visiting Policy
More NICUs had a formal written visiting policy (n=56, 91%) compared with LNUs
(n= 54, 67%, P<0.001). During the winter months, 21 units (15% of all respondents
or 19% of those with a policy) changed their visiting policy.
Almost all units had an unrestricted visiting policy for parents (99%). Policies for
visitors varied significantly with LNUs tending to operate a much less restrictive
practice (see table). LNUs allowed a greater number of visitors at the bedside with
more than 2 visitors allowed in 49 (60%) LNUs vs 24 (38%) in NICUs.
Infection control policy
More LNUs tended to have separate rooms allowing isolation of infectious babies
(89% vs 76%, P=0.06). The majority (95%) of LNUs and NICUs isolate babies with
VRTI although a variety of approaches are used (see table).
A greater proportion of NICUs (70%) adopt a policy of screening other babies for
VRTI compared to LNUs (53%) although this doesn’t reach statistical significance.
Once a baby has been diagnosed with a VRTI then isolation of other babies in the
same clinical area is highly variable with only 65% of units adopting this policy. Of
respondents, only 55% knew they had a written policy for dealing with respiratory
outbreaks.
Discussion
There are few well-conducted studies exploring the potential impact that visiting and
isolation policies have on nosocomial viral infections in NNUs5. The excellent
response rate and good representation of UK NNUs suggest that this study
accurately reflects practice and highlights the marked variation in visiting and
infection control policies, perhaps reflecting the lack of evidence supporting different
strategies.
Family-centred care is an important element of neonatal care6 and this is reflected in
our data with 99% of NNUs adopting an unrestricted visiting policy for parents.
However, greater restrictions are placed on other visitors and family members which
may have an impact on parental support networks, something the POPPY project
found to be an important aspect of family-centered care7. The greater restrictions are
perhaps due to concerns about the increased risk of infection and worries that NNU
visits may be too traumatic, especially for younger children6.
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A similar European survey in 2005 found visiting policies, especially for siblings,
relatives and friends, more restrictive8. Only 35 UK neonatal units participated in this
survey with the majority allowing unrestricted parental access, however up to 60% of
these had restrictions including limited visit duration and restricting parents’ presence
during medical rounds8. The marked variation in policies we have highlighted can
impact on family-centred care. Having a newborn admitted to the NNU can be
extremely stressful for a parent7, 9 and whilst visits from relatives and friends may
offer additional support to parents in such distressing times; one could argue that
these could increase infection risk to the infants, especially if premature. Parents
also find it stressful when moving between units to find differences in practice and
policy which may further compound their stress7.
Despite the seasonal variation in certain viral respiratory illnesses4, the majority of
neonatal services did not have a separate visiting policy during winter months and
just over half have a written policy for dealing with outbreaks. This may suggest UK
NNUs are not prepared and may be less able to cope with large respiratory
infections outbreaks especially during worldwide pandemics such as Influenza A
(H1N1) where morbidity and mortality is high. This is reflected in the variation
reported when dealing with nosocomial VRTIs on the NNU. The variance will impact
on the barrier nursing precautions for staff and perhaps families. There is no clear
evidence how long isolation should occur for in an infected baby as, despite being
asymptomatic, they could still have evidence of viral genomic material in their
secretions3 and it is unknown if this constitutes an infection risk to others.
There are potential cost considerations when performing culture or PCR-based
routine screening of other babies in the same clinical area when a baby is diagnosed
with a nosocomial VRTI. This survey identified varied practice with this which may
represent a lack of evidence for this practice. Those units not screening could
potentially delay the recognition of an outbreak and thus the steps to minimise this.
Additional studies are required to identify the benefits of screening, the length of
isolation and when to stop testing in a previously symptomatic baby.
Given its nature as a national survey, the main limitation of our study is only one
response per unit so these may not fully represent the actual policies of each unit
although we did try to address this by contacting senior staff. Also, some NNUs may
have revised their visiting and infection control policies since the period of data
collection.
As VRTIs are now increasingly recognised as an important cause of respiratory
morbidity and associated healthcare costs, we need to develop an evidence base
behind these policies and consider national guidance that could help reduce this
burden and ensure we are prepared for future worldwide pandemics whilst
maintaining family-centered care.
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Table: Comparison of visiting and infection control policies between local neonatal units and












Do you have a formal written
visiting policy?
Yes 54 (67%) 56 (91%)
P<0.001
No 25 (31%) 6 (9%)
Unsure 2 (2%) 0 (0%)
Do you change your visiting policy
during the winter months?
Yes 8 (10%) 13 (21%)
P=0.10
No 69 (86%) 49 (79%)
Unsure 3 (3%) 0 (0%)
What is the visiting policy for:
Parents? 24 hour access 80 (99%) 61 (99%)
P=1.0
Certain times 0 (0%) 0 (0%)
Other 1 (1%) 1 (1%)
Siblings? 24 hour access 54 (67%) 43 (70%)
P=0.02*Certain times 24 (30%) 10 (16%)
Not allowed 2 (2%) 8 (13%)
Other 1 (1%) 1 (1%)
Other relatives? 24 hour access 11 (14%) 8 (13%)
P=0.03*Certain times 67 (83%) 45 (73%)
Not allowed 0 (0%) 4 (6%)
Other 3 (3%) 5 (8%)
Family friends? 24 hour access 4 (5%) 3 (5%)
P=0.21*Certain times 61 (76%) 37 (60%)
Not allowed 14 (17%) 15 (24%)
Other 2 (2%) 7 (11%)
Maximum number of visitors at the
bedside at once (including parents)
1 or 2 31 (39%) 38 (62%)
P=0.013 17 (21%) 12 (19%)
4 32 (39%) 12 (19%)
Not answered 1 (1%) 0 (0%)
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Management of infected babies
Do you have separate rooms to
isolate infectious babies?
Yes 72 (89%) 47 (76%)
P=0.06
No 8 (10%) 14 (23%)
Other 1 (1%) 1 (1%)
How do you normally isolate
babies with VRTIs?
We don't 0 (0%) 3 (5%)
N/A
Closed incubator 20 (26%) 21 (35%)
Isolation Room 30 (37%) 25 (40%)
Closed incubator
& isolation room
27 (33%) 8 (13%)
Other 3 (3%) 4 (6%)
Unsure/no
answer
1 (1%) 1 (1%)
Do you routinely Isolate all babies
in the same clinical area if one has
a VRTI?
Yes 46 (57%) 38 (61%)
P=1.0
No 24 (30%) 21 (35%)
Unsure/no
answer
11 (13%) 3 (4%)
When a baby has a VRTI do you
routinely screen other babies for
VRTIs?
Yes 43 (53%) 43 (70%)
P=0.14
No 28 (35%) 15 (24%)
Unsure/no
answer
10 (12%) 4 (6%)
Do you have a written
policy/guideline for dealing with
respiratory infection outbreaks?
Yes 41 (51%) 37 (60%)
P=0.81
No 13 (16%) 10 (16%)
Unsure/no
answer
27 (33%) 15 (24%)
*=allowed to visit vs not allowed
